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Introduction—This study describes the development of a self-audit tool for public health and the 
associated methodology for implementing a district health system self-audit tool that can provide 
quantitative data on how district governments perceive their own performance of the essential 
public health functions.
Methods—Development began with a consensus building process to engage Ministry of Health 
and provincial health officers in Mozambique and Botswana. We then worked with lists of relevant 
public health functions as determined by these stakeholders to adapt a self-audit tool describing 
essential public health functions to each country’s health system. We then piloted the tool across 
districts in both countries and conducted interviews with district health personnel to determine 
health workers’ perception of the usefulness of the approach.
Results—Country stakeholders were able to develop consensus around eleven essential public 
health functions that were relevant in each country. Pilots of the self-audit tool enabled the tool to 
be effectively shortened. Pilots also disclosed a tendency to up code during self-audits that was 
checked by group deliberation. Convening sessions at the district enabled better attendance and 
representative deliberation. Instant feedback from the audit was a feature that 100% of pilot 
respondents found most useful.
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Conclusions—The development of metrics that provide feedback on public health performance 
can be used as an aid in the self-assessment of health system performance at the district level. 
Measurements of practice can open the door to future applications for practice improvement and 
research into the determinants and consequences of better public health practice. The current tool 
can be assessed for its usefulness to district health managers in improving their public health 
practice. The tool can also be used by ministry of health or external donors in the African region 
for monitoring the district level performance of the essential public health functions.
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Introduction
As health systems across the developing world continue to struggle with the double burden 
of communicable and non-communicable disease, many countries have focused on service 
delivery as the key to improving the health of nations. However, historically, increases in life 
span and drops in death rates were achieved through traditional public health practices 
which saved millions of lives even before the advent of modern medicine. 1,2 Efforts to 
codify these public health practices occurred throughout the 20th century. 3. As early as 1925 
the American Public Health Association developed an Appraisal Form and later an 
Evaluation Schedule for public health departments to document their performance 4. 
Following the 1988 Institute of Medicine report, “The Future of Public Health”, 
development of standards and measures of public health practice accelerated 5.
The CDC formed a workgroup in 1989 to develop what was initially called “ten public 
health practices” 6. Later in 1994, the US Public Health Service built on this work to 
produce a very similar list called the “ten essential services” 4. The 1994 list is the one that 
most people think of today. The CDC’s Essential Public Health Functions List has been used 
to benchmark practice in the US.
To avoid confusion over the word “services” which sometimes makes people confuse the 
type of work that public health agencies do with what clinical provides do the “ten essential 
public health services” list is often referred to as “essential public health functions” (EPHF). 
In the US, the CDC developed and promoted a set of measurement instruments for the EPHF 
called the National Public Health Performance Standards Program (NPHPSP) that are used 
in many local and state health departments. The measurements of performance are the 
foundation of performance improvement 7,8,9
In the late 1990s, the World Health Organization developed a task force to examine the 
concept of EPHF. A group of 145 public health experts from all of the world’s regions were 
queried using a Delphi Process to determine priorities and make recommendations for 
member countries. The consensus was that country health ministries and regional offices 
need to work to define national level lists of what is deemed essential and that the list should 
vary from country to country 10. The World Health Organization has encouraged its regional 
offices to develop context specific measurements of essential public health functions and 
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these have been carried out in regional offices for all of the Americas 10 Europe 11, Western 
Pacific 12 and Eastern Mediterranean 13. Some WHO regional offices have developed 
measurement tools to assist ministries of health in assessing their performance.
The largest effort came from the regional office of WHO for the Americas, Pan American 
Health Association (PAHO), developed detailed essential public health functions 
measurement instruments and charged every member state in the Americas to measure their 
performance along the same dimensions as the US’s essential public health services/
functions as shown in Table 1 14. The PAHO initiative spread measurement tools in English, 
Spanish, and Portuguese to every country in the region and led to a publication of cross 
country benchmarks on how public health systems were performing in the Americas 14. 
Many countries continued their regular assessments at the national and sub-national level 
15,16. Among the Americas, the U.S. and Canada have continued to invest heavily in public 
health practice assessments at provincial, state, or county level using instruments developed 
for this purpose 17-22. Roughly 82% of US State Health departments now use measurement 
instruments systematically to improve quality 23. In the US as of 2008, 55% out of 545 
surveyed local health departments surveyed by NACCHO were conducting QI activities and 
of these 78% reported that managers had received QI training 24,25.
In India, the World Bank worked with the Ministry of Health in Karnataka state in India to 
develop a locally relevant measurement tool for national and sub-national use in India 26,27. 
Unlike the situation in North America, where regular performance assessments produce data 
for local use in performance assessment, in India the data flowed to researchers and never 
led to an on-going program of continuous quality improvement. The essential public health 
functions (EPHF) list served as a framework to guide both health department improvement 
and personal competencies for leaders in public health 28. Australia developed its own list 
called “National Public Health Partnership Public Health Practices List” and used it to assess 
the public health workforce in rural western Australia 29.
Health systems in low and middle income countries today have scope to improve in ensuring 
that public health functions are occurring. One survey conducted by researchers from 
International Association of Public Health Institutes found room for improvement in 
responses on performance from low and middle income countries 30. A useful step would be 
to develop local ownership of tools that can assess the performance of public health 
functions in districts. This paper describes one approach to doing this in Botswana and 
Mozambique.
To date, the African Regional Office of the WHO (AFRO) has yet to assess health systems 
in Africa using the essential public health functions approach, partly due to the fact that 
prior self-assessment tools and methods for public health practice improvement were not 
adapted for use in the local context. Guidelines for public health practice would be 
particularly timely because many countries, including Mozambique and Botswana, are 
decentralizing their health systems thus increasing the complexity of operations at the 
district level. In Botswana, the “Integrated Health Services Plan” (IHSP) established in 2010 
presented a 10 year strategy to redesign Botswana’s health system with goals of creating a 
more effective, efficient, and decentralized system to improve health outcomes across the 
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country. As part of the implementation of the IHSP, the Ministry of Health was reorganized, 
and district public health offices were delegated more power and decision making 
responsibilities to address the public health needs of their respective geographic areas. 
Where previously, the Department of Local Government had overseen district public health 
offices, under the IHSP redesign, the Ministry of Health took over the responsibility of 
managing the district offices 31. In Mozambique, the Ministry of Health’s Strategic Plan for 
the Instituto Nacional de Saúde (INS) 2000-2014 was organized around eight strategic areas, 
the majority of which was directly associated with one or more Essential Public Health 
Functions. Given the demographic, geographic and socioeconomic characteristics of 
Mozambique, the decentralization and the improvement of public health offices at the 
district level (subprovincial), the so call called “Serviços Distritais de Saúde, Mulher e 
Acção Social (SDSMAS)”, formerly “Direcções Distritais” were deemed to be of extreme 
importance for reaching the goals contained in the strategic plan.
This situation jeopardizes attention to public health functions. During the decentralization 
process, Ministry of Health officials tend to delegate responsibility to district health offices 
without providing adequate resources 32. District health officers subsequently struggle to 
execute the new responsibilities within the limited authority they are given, and donors 
struggle to understand whom to approach in this complex system. Decentralization without 
proper support from the central ministry of health can therefore lead to a deterioration of 
performance for public health functions.
These problems are compounded because personnel are often assigned to the role of district 
health officer with little or no training in public health. Formal job descriptions outlining the 
necessary public health tasks are seldom available. Furthermore, data collection of essential 
indicators for planning and financing is jeopardized when public health officers do not have 
appropriate knowledge of what they should be measuring and how to best keep track of key 
indicators. Also, when personnel do not receive adequate training, the task of informing, 
educating and empowering individuals about health issues and of enforcing health laws and 
regulations becomes daunting. Overall, there are few resources to guide these officers in 
public health practice. As a result, the Centers for Disease Control (CDC) funded a pilot 
study in partnership with Johns Hopkins University and Johns Hopkins Program in 
Education in Gynecology and Obstetrics (JHPIEGO) in order to develop an EPHF self-
assessment tool adapted to the low and middle-income country context that could help 
monitor and strengthen public health in systems across Africa.
Several approaches for performance improvement are possible, and they vary on a 
continuum from those that rely heavily on external inspection and externally applied 
incentives to those that rely more on self-inspection and intrinsic motivation 33. Self-audit 
with feedback approaches appeal to the intrinsic desire to continuously improve one’s own 
performance.7 Rather than having an authority figure administer an assessment, this method 
allows district health teams composed of public health workers and managers to evaluate 
themselves to determine where improvements are needed 34. Our approach chose to rely 
more on self audit and intrinsic motivation. As prior self-assessment tools and methods for 
public health practice improvement had not been tailored for the African context, the team 
adapted existing tools to fit into a self-audit and feedback framework, from which district 
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health management teams would be empowered to evaluate themselves on performance of 
public health.
The purpose of this paper is to describe the methods used to develop and pilot the self-
assessment tool for public health improvement at the district level.
Methods
The three phases we will describe are: stakeholders meetings, instrument development, and 
pilot testing the instruments in the field. This study was conducted from January 2012 to 
August 2014, and was led by a team from Johns Hopkins University and Johns Hopkins 
Program in Education in Gynecology and Obstetrics (JHPIEGO), with funding and oversight 
by the Centers for Disease Control (CDC) in partnership with the Ministries of Health in 
Botswana and Mozambique.
Stakeholders meetings
Development began with introductory meetings at ministry headquarters in the capitals, 
Gaborone and Maputo to identify any existing efforts aimed at addressing the performance 
of districts in order to avoid any duplications. Representatives from all Departments in the 
Ministry of Health at headquarters, staff from district health offices and representatives from 
key partnering organizations, and high level Ministry of Health officials were invited to the 
meetings. Eligibility to be included as a stakeholder was determined by the chief of public 
health in each country and was based on familiarity with public health practice. In 
Gaborone, these meetings were attended by staff from the Departments of Public Health, 
Clinical Services, HIV/AIDS, Health Inspectorate, Policy, Planning, and Monitoring and 
Evaluation. In Maputo, these meetings were attended by representatives of the Instituto 
Nacional de Saúde (INS), Provincial directors, and the National Ministry of Health 
(MISAU). In August, 2012 representatives from these entities came together to attend a full 
day workshop devoted to identifying which public health functions were indeed essential at 
the district level in Botswana and Mozambique. Meetings were recorded by an audio 
recorder as well as note takers from Johns Hopkins University and JHPIEGO, and were 
facilitated by the team from Johns Hopkins University and the Ministries of Health in each 
respective country.
At the partners’ workshops, a set of candidate public health functions was distributed to each 
small group of five attendees. Small groups were charged with rank ordering a list of 
possible candidates in order of priority, adding new functions if necessary, and possibly 
deleting any functions judged to be inessential at the district level. Small groups reported to 
the whole group and through these group discussions, a consensus list of essential public 
health functions at the district level emerged. Items chosen for inclusion as essential public 
health functions were then incorporated in the self-audit tool.
Audit instrument development
Existing EPHF assessment tools have been developed by World Bank, The Pan American 
Organization (PAHO), The Centers for Disease Control and Prevention (CDC)— 
specifically the National Public Health Performance Standards Program (NPHPSP), and 
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Public Health Accreditation Board (PHAB). Each was reviewed for its appropriateness for 
African districts and for their ability to generate immediate feedback for practice 
improvement. The CDC’s NPHPSP had been used in Israel 35 and Indonesia 36. The World 
Bank tool had been developed with reference to NPHPSP for use in Karnataka state in India 
27. The World Bank tool was selected as an appropriate model because it focused on 
auditing the district level in a developing country setting. Prior to the first pilot test, the 
World Bank form was extensively revised to adapt it for an African application and a 
Portuguese translation was prepared. Initial edits mostly focused on wording with changes to 
reflect the African context rather than the Indian context. The tool was adapted into an 
interactive Excel spreadsheet whereby responses can be entered directly at the site and a 
graphical display of summary scores is automatically entered into a linked sheet to produce 
instantaneous graphs. Similar to other regions like Latin America, the Botswanan and 
Mozambiquan stakeholders also elected an eleventh EPHF: Disaster and Emergency 
Preparedness. The final format of the tool included sections for each of the 11 EPHF that 
consisted of indicators and sub indicators for each EPHF, along with definitions of each 
EPHF and explanations of each indicator. Sub indicators in each section rolled up into the 
indicators in each section, which together rolled up to create a score for each EPHF. See 
Figure 2 for an example of the tool format. A second round of revisions shortened the 
number of questions in the self-audit tool by almost 50% after the first pilot test was 
completed in Mozambique in November 2012 when participants complained that the self-
audit tool was too long and time consuming. The final tool retained all of the ten EPHF 
domains as the original World Bank tool. Shortening occurred by cutting the number of 
items in each domain and by streamlining the language used to describe each item. 
Lengthening occurred when stakeholders asked for one new domain to be added to cover 
emergency preparedness.
Pilot tests
The package of tools was pilot-tested in district health offices across Mozambique and 
Botswana, as both countries were in the process of decentralizing. Both were at a point 
where assistance was needed in public health strengthening. In Mozambique, the Instituto 
Nacional de Saúde (INS) had recently switched its focus from basic science research to 
public, and had been reorganized based on supporting essential public health functions 37, so 
welcomed assistance in actually measuring and strengthening the EPHF at the district level. 
In Botswana, the decentralization of the health systems took place in 2010, and authority 
was moving from the Ministry of Local Government to the Ministry of Health. Under the 
reorganization, the Ministry of Health provided oversight to district public health offices, 
however the transition period of the Ministry of Local Government did not come without 
challenges. The need to define duties and responsibilities for public health officers, a lack of 
resources at the district offices, and the need for leadership from the Ministry of Health to 
the district public health officers left the MoH requiring assistance in how to support and 
monitor DHOs.
Sites were selected by the Ministry of Health to include both strong performing and weak 
performing local health departments, and the team from JHPIEGO and the MOH invited 
representatives from all divisions of the local health departments, as well as the chief public 
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health officers and other local health department leadership to attend the workshops. Central 
MOH staff were responsible for facilitating the workshops to the local health staff by both 
describing and administering the tool, while CDC and JHPIEGO researchers observed 
implementation. Respondents were asked to rate their experience during the pilot tests and 
comment on the most useful parts of the exercises as well as the elements that were most 
confusing. CDC staff, JHPIEGO staff and MOH representatives led follow up discussion 
sessions together after going through the tool with the local health department. The toolkit 
was piloted in 5 districts in Botswana, and 5 in Mozambique.
In Mozambique, the assessment tool was also translated from English to Portuguese by a 
Mozambican translation company after the initial tool was created, and again after 
improvements were made. After the translation process, personnel from the Ministry of 
Health held a meeting with public health personnel with experience at the district level in 
order to do a pre-test of the assessment tool, to assure the translation was appropriate to the 
Mozambican public health context. Minor changes were made during that meeting.
During the pilot exercises in Mozambique, an INS representative would lead the process of 
asking the questions contained in the assessment exercise (Excel format). The spreadsheet 
was also projected on the wall, so all participants could also see the questions and not just 
listen. The team made it clear to participants that the self-audit was a pilot exercise and 
encouraged them to ask questions and clarify any words or sentences that were unclear or 
confusing. During the pilot tests one researcher was always in charge of writing down any 
sentences that were not understood or that generated any confusion. At the moment of 
misunderstanding, the researcher would intervene and ask what about the sentence made it 
difficult to understand. For example, after a problem was identified on a question in the self-
audit tool, the researcher wrote the note, “this question required further explanation for full 
understanding”. Or similarly, “it was necessary to explain the difference between threat 
(ameaça) and epidemic (surto) in order for participants to grasp meaning of the assessment 
question”. All unclear and confusing questions were marked in red, and a note next to the 
question was written with the reason for the mark and reactions were written in quotes.
The process in Botswana followed the same methods, with a MOH representative leading 
the process, and a researcher taking notes at all times on which words, questions, or 
phrasings needed edits. The researcher also noted feedback from each team related to their 
perceptions of the pilot exercise and self-audit tool. Two rounds of pilot tests (see Figure 1) 
were conducted in each country and revisions were made after each round to change 
questions that were confusing or poorly worded.
Pilot and Post-Piloting Optimization of Questions
After each pilot, the entire team, consisting of CDC, JHPIEGO, and MOH team members, 
would meet and discuss each problematic question in order to seek the best change and 
implement it. They would incorporate the feedback from respondents as they analyzed the 
tool sentence by sentence in order to develop easier and less confusing sentences for 
substitution. Repetitious questions were removed and the team looked carefully at time the 
local health department teams spent on each function to ensure it was not too time 
consuming. In the first version, the Yes/No choice indicated whether the district health office 
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performed or did not perform each item. In the second version the choice was widened to 
0=”Not at all”; 1=”Partially”; 2=”Fully” for the performance of each item in response to 
early feedback from multiple respondents who claimed an intermediate response for 
functions being performed to some extent but not fully would also be suitable for the types 
of questions asked.
Iteratively, the next time the assessment was piloted, the newer and improved version was 
always used. Regularly updating the instrument follows survey development methods from 
cognitive interviewing 38-40. For the most part, changes to synonym words enabled better 
understanding during the subsequent pilot. A full account of all notes was kept for any future 
reference.
The protocol for this research was reviewed by the CDC’s Center for Global Health and was 
determined to be not human subjects research.
Results
National Stakeholder Results
National stakeholder meetings were attended by 40 people in Mozambique and 29 in 
Botswana. The priority areas were different in each country. Extensive discussion took place 
at the meetings in both countries around inclusion of two EPHFs in particular: the district 
health officers’ roles in regulatory enforcement and in development of a local disaster 
preparedness plan. Some participants felt that these areas were not proper to be left in the 
authority of district health officers, but should be left in provincial or national control. After 
discussion on the roles of public health related to these EPHF, both sets of country 
stakeholders independently reached a consensus to include both disaster preparedness and 
regulatory enforcement in the essential public health functions lists (Table 1). Participants in 
both countries also chose to single out bioterrorism and radiation as unique types of natural 
disaster which they may face, due to proximity to nuclear power plants and the recent 
increase in the threat of terrorism across parts of Africa. Figure 2 shows the prioritization 
scores for the various public health functions. Table 1 shows the final list of public health 
functions endorsed by the stakeholders.
Engagement of Local Health Departments in Pilot Testing
At the time of the first pilot test, the self-audit tool required four hours in order to respond to 
288 separate yes/no questions. One reason that the self-audit required so much time was the 
cognitive engagement and discussion that spontaneously arose among the public health 
teams participating in the exercise. While holding the sessions at the district health office 
enabled more of the public health team to attend and was therefore more inclusive of various 
sectors of the local health department, it also added to the time burden as it facilitated a 
wider discussion.
At the beginning of the interviews, none of the district health officers expressed any 
familiarity with the term “Essential Public Health Functions” during initial DHMT 
meetings. One officer remarked, “This was a good eye opener; it made me wake up and say 
wow we are not doing a good job of this. We can use it to find public health gaps and look to 
Bishai et al. Page 8













the areas we uncover to discover where public health improvements are needed”. Another 
public health officer mentioned, “The DHMT sometimes feel like they are just clinical 
services and this helps remind DHMT that they also have public health activities that they 
must be doing.” The tool also provided opportunity for the identification of barriers to 
improvement that could be addressed by central ministry personnel, for example: one officer 
remarked, “It is difficult for us to get resources such as transportation, because vehicles are 
needed as ambulances. Then we cannot visit other villages to see how they are doing 
because we do not have a way to get there.”
Adapting to Respondent Burden
The self-audit tool was shortened after initial pilot testing by taking out items that were 
perceived by local health department teams as repetitive, shortening wordy sentences, and 
removing summaries for each indicator that were perceived as repetitive of the items 
following each indicator (Definitions of each essential public health function were not 
removed). The final version required between 90 and 140 minutes to complete. Adding a 
notes section on the assessment helped teams come to faster agreement on scores, as they 
could note any disagreements for later reference and move on.
Feedback on Self-Audit Tool Pilot
The public health teams in both countries had a tendency to rate themselves highly with a 
large number of 2’s. This up-coding behavior did not seem to be reduced by several 
explanations that the exercise was not a provincial site inspection or a supervision visit that 
would be followed by praise blame and sanctions. Up-coding was more frequent at the 
beginning of a session. As the rapport developed, more deliberation would precede and the 
group process would begin to question the validity responding that the item was being 
performed “fully”. The need to comment and deliberate was also seen in evaluation of how 
respondents approached the NPHPSP 20.
Of the districts visited in Botswana and Mozambique, 100% shared a consensus that the 
most useful part of the pilot was not the self-audit itself, but the ability to use the graphical 
output from the self-audit to set priorities and a strategy for performance improvement. The 
self-audit tool automatically produced horizontal bar graphs displaying the summary score 
with each public health function and sub-function as an unweighted sum divided by the 
maximum score. These were reviewed and discussed by all the participants of the exercise. 
The teams were encouraged not to attempt to develop plans to improve all eleven public 
health functions at once, but to choose areas for immediate attention.
It was a subjective impression that younger DHOs and district medical officers seemed more 
interested in participating in the assessment than those who had been in their positions for a 
longer time. Many of the older DHO’s expressed skepticism about their ability to change the 
way things were running at the district level. Younger DHO’s who had more recently joined 
the DHMTs did not list as many immutable constraints to improvement as those who had 
been at the district office longer.
The public health teams sometimes broke into two or three smaller groups to use results 
from the self-audit tool to set priorities for improvement on certain EPHFs. In sessions 
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where there were larger numbers of small groups, there was a tendency for disagreement 
over priorities. Talking through the task of how to set priorities involved the team trading off 
between areas that were most feasible to improve and areas that potentially had the highest 
impact. The teams requested and received an opportunity to review the specific items in the 
self-audit tool that had led to lower scores, and these were incorporated in the performance 
improvement plan. One example of a performance improvement plan that was created using 
the feedback provided by the self-audit tool took place in a district in Botswana where the 
team identified a problem with oversight of data collectors during the self-audit exercise. 
They discovered that a lack of oversight meant that community health data was not being 
collected appropriately and there was a serious issue with missing data for community health 
assessments. The district chose to improve data collection in their communities by creating 
quarterly supervision meetings for managers to meet with frontline staff to hold them 
accountable for data collection. At the time of the three month follow up visit, this district 
had held their first supervisory meeting and planned to continue these in order to improve 
data collection in the next year. They also built lessons learned from their EPHF 
performance assessment into their yearly plan to ensure that areas which they had identified 
as weak during the self-audit would be strengthened in the following year.
Conclusion
This project developed and pilot tested a tool to be used for self-audit and feedback around 
public health practice at the district level in Mozambique and Botswana. Pilot tests showed 
that asking respondents Yes/No questions about their performance was not preferred, and 
that there needed to be space for comment. Studies of the NPHPSP tool which is a 
progenitor of ours also garnered this feedback 20. Our approach to contextualizing the tool 
centered around having African stakeholders from each country define essential public 
health functions and visiting public health officers in districts to engage them in an exercise 
to evaluate self-assessed performance of these functions. The EPHF self-assessment exercise 
initial visit can now be conducted comfortably during a half-day visit, with 90 to 140 
minutes for the self-audit, and the rest of the time spent on priority setting.
The virtue of a self-audit and feedback approach is that it forsakes a command-and- control 
approach where standards are enforced by an external supervisor or international funding 
agency. It instead relies on the intrinsic motivation of the professional to want to know what 
is expected and to meet standards that are subsequently tracked. It takes maximal advantage 
of the district health officers’ superior knowledge of their local resources, strengths, 
weaknesses and opportunities. By designing onsite visits to districts, the program may 
provide an opportunity for broader inclusion of front line workers on district health teams 
whose views are less heard by the central ministry.
The development of the self-audit and feedback exercise for self-assessment of public health 
performance represents a way forward for public health at the district level in the African 
context, even given the many challenges this entails. As evidenced from the results of this 
study, public health systems in Africa may suffer from a lack of well-trained public health 
officers, a lack of strong public health leadership, and a lack of funding and resources. 
Often, more urgent medical services and pharmaceuticals are prioritized before public health 
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investments when resources are limited, even when public health services may reduce the 
burden on the medical system longer term. While there are many challenges to development 
of strong public health systems in developing countries, putting measurement of public 
health practice performance in the hands of the public health staff offers a way to identify 
and prioritize areas needing improvement, and subsequently, create improvement plans to 
enhance performance of the EPHF.
The Ebola outbreak has given new urgency to the importance of attending to the strength of 
a health system’s performance of public health assessment, community engaged policy 
development and assurance 41. These tools can continue to be adapted to meet the needs of 
other countries in strengthening the public health practice in their health systems.
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• Collaborative self-audit and feedback is a method for encouraging group self-
assessment of performance for the purposes of identifying weaknesses in 
performance and creating improvement plans to address these weaknesses, 
and works by soliciting the participant’s own intrinsic motivation for self-
improvement
• The self-audit process allows for comparison of performance against 
expectations, and instant provision of feedback fosters performance 
improvement partnership among the group and a coach.
• This paper describes the development and piloting of an essential public 
health function self-audit tool in districts in Mozambique and Botswana
• Key Ministry of Health stakeholders achieved consensus on country-specific 
lists of public health functions deemed to be essential at the district level in 
meetings supported by central health ministries.
• Conducting exercises at the district office maximizes participant attendance
• Districts placed most value on being able to prioritize the public health 
functions they most desired to work on.
• Audit and feedback exercises help the district health officers and staff identify 
the priority goals for improvement and monitor their progress toward those 
goals
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Flow chart for project development.
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Image of Page 1 of the self-audit Tool
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Table 1
Final stakeholders’ list of EPHF for Botswana and Mozambique from August 2012
1 Monitoring Health Status to Identify Community Health Problems
2 Diagnose and Investigate Health Problems and Health Hazards in the Community
3 Inform, Educate, and Empower People about Health Issues
4 Enforce Laws and Regulations that Protect Health and Ensure Safety
5 Mobilize Community Partnerships to Identify and Solve Health Problems
6 Develop Policies and plans that Support Individual and Community Health Efforts
7 Link People to Personal Health Services
8 Assure a Competent Health Workforce
9 Evaluate and Assure Effectiveness, Accessibility, and Quality of Preventive Health Services
10 Research For New Insights and Innovative Solutions to Health Problems
11 Disaster Preparedness
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